Sir,

Pulmonary artery catheter (PAC) is commonly used during liver transplant surgery for real-time hemodynamic monitoring. PAC was inserted in a 45-year-old male patient with end-stage liver disease posted for the liver transplant at our center. PAC insertion was guided by real-time pressures waveform. After obtaining pulmonary artery (PA) pressure waveform (systolic-36, diastolic-14, mean-21), the catheter was successfully wedged and fixed at 52 cm at skin.

Two hours into the surgery, after obtaining adequate surgical exposure, it was pointed out by the operating surgeons that they could feel the catheter in the inferior vena cava (IVC). At the same time, PA waveform on the monitor was noticed to have changed from arterial to a nonspecific waveform (Pr - 8 mm of Hg). There was continuous monitoring of the PA pressures till this time. Doubt about the migration of the PAC led us to plan a fluoroscopy prior to attempting withdrawal of the PAC. The fluoroscopy revealed that the PAC had migrated into the IVC. The catheter was successfully withdrawn uneventfully.

Pulmonary artery catheter insertion is associated with complications including arrhythmias, pulmonary infarction, catheter knotting, catheter entanglement, and PA rupture.\[[@ref1][@ref2]\] Literature search revealed one previous report of migration of the PAC into the IVC.\[[@ref3]\] The catheter in that report had gone into the IVC after passing through the RA. From the IVC, the catheter looped back into the RA then to the RV and finally exiting into the PA. The authors in that report postulated that interaction of the PAC with the IVC filter *in situ* might have been the cause of the catheter looping back into the RA from the IVC. However, an alternate hypothesis of looping of the PAC on its own in the IVC was not negated by the authors. The findings in our patient can most closely be explained by a similar hypothesis. We suspect that the PAC migrated into the IVC and looped on itself before going into the PA (hence, explaining the long length required for obtaining the PA trace and wedge initially), and later with surgical retraction slipped out of the PA.

Traditionally, anesthesiologists have not used fluoroscopy for confirmation of PA placement. Continuous PA pressure monitoring at the time of PAC insertion is considered the gold standard for PAC placement confirmation. Fluoroscopic confirmation of PAC placement has, however, always been done by hepatologists and intervention radiologists while doing trans jugular intra-hepatic porto systemic shunting, hepatic vein pressure gradient etc., We propose confirmation of the PA placement using fluoroscopy at the start of the surgery as a rule to prevent such misadventures, especially where it is easily available.
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